Hospital, London)
The repair of abdominal wall deficiencies, particularly giant incisional and certain types of inguinal hernie, has been simplified by the introduction of synthetic mesh prostheses. These have superseded fascia lata, full thickness skin and tantalum mesh which were previously used to bridge or reinforce abdominal wall defects.
Mersilene mesh (Ethicon) is made from a braided polyester fibre and is woven with an interlocking weave which permits cutting to any shape without weakening or fraying of the edges. It is ideal for implantation into humans as it is nontoxic, pliable, elastic and resistant to fatigue and age. Fibrovascular tissue grows through the mesh's interstices so embedding the mesh with its contacting tissues. The material is not absorbed, nor is it subject to weakening or degradation by the action of tissue enzymes. Unlike tantalum gauze it does not fragment.
Since 1966 I have used Mersilene mesh in selected cases and have found it an ideal implantable material which can be used for a variety of surgical problems. In hernia repair the use of the material has been limited to those patients whose tissues are of such poor quality that a proper surgical repair would be inadequate with a standard procedure. It has also been used in the repair of rectal prolapse (Notaras 1973) . The following conditions are examples where Mersilene mesh may assist the surgeon in reconstruction of the abdominal wall.
Incisional Hernia
Whether mesh is used to reinforce a repair of an incisional hernia will depend on its type of incision, size and site.
With upper vertical incisional hernix, as there is less divarication of the rectus muscles and strong anterior and posterior rectus sheaths, flapping and release incisions of the anterior sheath will usually result in a sound repair without the need for a mesh support. When the hernia extends well below the umbilicus a prosthesis may be required (Fig 1) .
Long-standing 'sabre' incisional hernia generally have considerable separation of their edges and in my experience most cases require a mesh prosthesis to bridge the defect.
The large lower abdominal vertical incisional hernia is probably the most difficult to repair as there is usually considerable divarication of the rectus muscles with large hernial sacs containing small and large bowel. Returning the viscera back into the abdominal cavity is often difficult, especially when attempts are made to appose the edges of the rectus muscles. The result is tension along the suture line and elevation of the intra- rectus sheath so a bridging and reinforcing material such as a mesh prosthesis is more often indicated (Notaras 1974) .
Lumbar incisional hernia, especially after nephrectomy and if of long standing, often require mesh to bridge the defects.
Certain points in surgical technique and postoperative management when using Mersilene mesh should be noted:
(1) Himostasis is achieved by diathermy rather than ligature.
(2) No silk, cotton or linen thread is used. This is regarded as an essential point in technique. Where a mesh is inserted and fixed with such materials and if wound infection should occur, then persistent sinuses inevitably follow and remain until the stitches are removed.
(3) The mesh is implanted deep to the rectus muscles with its edges at least 2.5 cm beyond the edge ofthe defect.
(4) The mesh is sutured starting on one side of the mesh with synthetic sutures placed 6-12 mm apart at a distance approximately 6 mm from the edge of the mesh. The opposite sides of the defect are then sutured to the mesh assuring proper closure under correct tension so as to prevent 'bulging' of the mesh (Fig 2A, B ). (5) Where possible the mesh should be covered by a fascial layer although on many occasions this is found to be impossible and it lies directly under the skin and subcutaneous tissue. In the latter case there is an increased tendency to seroma formation. (6) Closed suction drainage is used. After removal of the tubes the wound is inspected from the fifth day onwards to exclude the development of a seroma. If present then the seroma is aspirated and the fluid obtained cultured. (7) On the fifth day alternate sutures are removed and replaced by skin tape. The remaining sutures are removed on the eighth day. (8) Prophylactic antibiotics are given during and after the operation.
Inguinal Hernia
In inguinal hernia repair there are certain patients who require the use of reinforcing material to ensure success. The quality of the tissues of the inguinal canal, the type of hernia (e.g. sliding, giant size or recurrent), the patient's occupation (e.g. heavy manual), and associated diseases (e.g. chronic bronchitis) will determine the need for a prosthesis to strengthen the surgical repair.
If it is decided to use the mesh then it may be placed in any of the muscular and aponeurotic layers of the inguinal canal deep to the external oblique aponeurosis. The approach is usually the conventional anterior dissection through the external oblique into the inguinal canal. In recurrent hernia repair, especially when the anterior approach is found to be difficult for the identification ofstructures, a posterior repair to the inguinal canal may be necessary using the extraperitoneal route of McEvedy (1950) or Nyhus et al. (1960) . be performed before or after removal of the sac | t text. oblI. iU.LJI so that at the internal ring the remains of the cord merely consist of the testicular vessels and the vas ; (2) The mesh is then inserted. It may be placed Ii I l superficial or deep to the transversalis fascia and 'll/,4l a is then fixed to the conjoined muscles. At the th l of the internal ring the mesh iS tailed and 'trousered' to mesh. Sixteen upper abdominal and 38 lower incisional heriae have required the mesh and although the follow up is incomplete there have been no reported recurrences despite 2 patients having serious wound infections and 1 patient sloughing part of the skin covering the repair (there were 6 operative scars in the affected area). In the majority of the lower abdominal repairs apronectomy was also performed. One hundred and ninety inguinal hernia (including 74 recurrent) have had insertion of the mesh prosthesis to reinforce the repair and all have healed without sinus formation or need for removal of the mesh. To date there has been only I recurrence.
When discussing with other surgeons the use of synthetic mesh prosthesis in hernia repair it appears that many have experienced the problem of persistent wound sinuses. On close questioning it has been found that non-synthetic suture materials have been used for the fixation of the mesh. To avoid this unnecessary complication I must re-emphasize the importance of using synthetic non-absorbable sutures throughout the repair.
